In that rare circumstance in which a rightsided tumor is obstructing close to the ileocecal valve, once within the experience covered by this paper, the long intestinal suction tube is imperative but in practically no other circumstances.
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A temporary diversionary transverse colostomy is essential where there is any degree of obstruction on the left side and can be a rewarding measure in low anastomosis. In fact, the older the patient and the lower the anastomosis, the more need is there for such a precaution, usually done at the time of resection.
Undoubtedly the greatest factors in the relative safety in this variety of surgery lie in those measures which come into the picture around the present-day operating table and which permit an unhurried, careful, meticulous, almost fastidious, technique. The packing off of uninvolved parts in the open phase of the operation, the accurate approximation of well-nourished transected ends, the complete peritonization of all raw surfaces, the change of gown and gloves in the transition from the contaminated to the clean parts of the procedure, the discarding of soiled instruments, all are matters of great moment in this story.
Of 108 cases of resection with open anastomosis, without intestinal disinfection, 79 were for carcinoma, 11 for localized polyposis, 14 for diverticulitis, 1 for factitial colitis, 1 for endometriosis, 2 total colectomies for polyposis.
There were 5 deaths, all but one in the aged and enfeebled. The causes were: (1) Fecal peritonitis from enema given by mistake on fifth post-operative day, with disruption of a low anastomosis. (2) Renal insufficiency and uremia -with intact ureters. (3) Ileus-undetermined origin-no autopsy. (4) General peritonitis without disruption of anastomosis-autopsy finding.
(5) Myocardial insufficiency with circulatory collapse.
There were 3 cases of proteus infection of the sacral hollow following low anterior resection and end-to-end anastomosis, with prolonged drainage in each case through a tract at the lower end of the abdominal incision, all healing spontaneously. There was one case of staphylococcal diarrhea from a poorly emptied bowel, responding promptly to erythromycin. There was no case of pseudomembranous enterocolitis. It is concluded that intraluminal disinfection is not essential in preparation for anastomotic surgery of the bowel and that nasogastric suction has only relative merit, Meticulous technique, as practised in the past, is still the most important feature of good intestinal surgery.
Results of Surgical Treatment in Rectal Cancer
By CUTHBERT 27 which has recently been reported in detail [2] . At that time 4 more cases were cited through the courtesy of Dr. Rupert Turnbull of Cleveland, and in the discussion which followed, several similar experiences were described. Cole and Holden [3] of Cleveland have recorded two more examples and have added to the understanding of the phenomenon by cytochemical as well as histological comparative studies.
The writer now has personal knowledge of ten well-documented cases of spontaneous regression of polyps in the distal rectum following a subtotal colectomy. Indeed, it seems probable that many instances of successful fulguration of polyps of the rectum are more likely to be due to natural regression than to the fulguration. All observers interested in this problem have noted the diminished tendency of polyps to appear in the rectum following ileorectal anastomosis and fulguration of the distal segment [4, 5] . It must be emphasized, however, that such regression does not always occur. Indeed, Turnbull has had the experience of performing ileorectal anastomoses on two siblings with congenital polyposis. Regression occurred in the sister but not in the brother.
The histological changes in the rectum following regression of the polyps are of interest. In Proceedings of the Royal Society of Medicine our case there was complete regression of polyps, but there were many residual areas of abnormal mucosa. Mitoses were more numerous than normal and many cells appeared hyperchromatic and densely crowded together. The changes in the mucosa appeared to be quantitative rather than qualitative in nature. Before regression the entire mucosa had appeared abnormal. After regression much of the mucosa reverted to a normal appearance, but many islands ofabnormal cells persisted. Similar observations were made by Cole and Holden. They noted that there was little or no evidence of inflammation or necrosis of the regressing polyps. They observed no striking reduction in the number of mitoses and many cells appeared abnormal. However, there was a diminution in the number of Feulgenpositive cytoplasmic inclusion bodies and a decrease in nuclear desoxyribose nucleic acid (DNA). The apparent diminution of inclusion bodies is of particular interest because of the resemblance of these changes to inclusions in other diseases of known viral etiology. Leuchtenberger [6] has described an increase in cytoplasmic inclusion bodies in the cells of human rectal polyps. This change reverted toward the normal in the polyps which were undergoing regression.
Recently, in our laboratory, Dr. W. Bradford Patterson has observed a remarkable hyperplasia in the mucosa of the cheek pouch of the hamster following the transplantation of a colonic carcinoma. This degree of hyperplasia has not been observed in any other tumor transplant. There appears to be little doubt that it is directly related to the colonic carcinoma and suggests the intriguing possibility that some factor or agent in the tumor is contributing to the change in the mucosa of the hamster.
From the foregoing, it is impossible to dismiss the possibility that colonic mucosa itself may contribute to the formation of polyps. In the case of congenital polyposis, it may be postulated that this tendency is reduced by subtotal resection of the bowel. The possibility of a similar factor contributing to carcinoma of the colon is less well supported but merits consideration. In this connexion we have described a case of spontaneous regression of carcinoma of the rectum following a transverse colostomy. Two similar cases have been recorded in the literature, one following colostomy and a small amount of irradiation, and the other following colostomy with heavy irradiation [2] . Every surgeon of experience has noted regression of carcinoma in the distal colon following temporary colostomy. This has been thought to be due to reduction of inflammation in the tumor, but the possibility of a genuine, partial regression of the tumor cannot be eliminated. The significance of these observations cannot be assessed without more study.
